The article by Laco et al.
11
is the first description of IgG4-related sialadenitis from Central Europe. It adds 6 cases to make a total of 52 cases, and it seems likely that the disease will be found worldwide. 15 of which the principal editor was Seifert. This was followed by a spate of case reports of a purportedly rare disease, namely 'Küttner's tumour', without the realization that it was no more than mundane chronic submandibular sialadenitis. 16 The extent of the current classificatory confusion is evident in the article by Laco et al. 11 when they quote from a major textbook on tumours of salivary glands 17 that describes chronic sclerosing sialadenitis or Küttner's tumour as the most common disease of the submandibular gland, yet the disease to which Laco et al. refer is IgG4-related sialadenitis.
Although the incidence of IgG4-related sialadenitis among cases of chronic sialadenitis is unknown because no large series have been examined, it appears likely to be low if comparable to IgG4-related pancreatitis. 10 The textbook refers to all cases of chronic submandibular sialadenitis, many of which are associated with sialolithiasis, 17 and does not mention IgG4-related sialadenitis. However, the presence of sialolithiasis does not exclude the possibility of IgG4-related sialadenitis, as a lith was present in one of the cases of Laco et al. Case A was a female of 79 years with a painless submandibular swelling for 2 months, and case B was a male of 69 years with a painless submandibular swelling for 1 month. Both patients were white British. There was no associated sialolithiasis. Both glands were very fibrotic, for which reason immunohistochemistry for CD138, IgG and IgG4 was applied. The appearance in sections routinely stained with haematoxylin and eosin was similar. There was severe atrophy, severe fibrosis with cellular interlobular fibrous tissue, and a heavy lymphoid infiltrate with large, geographical germinal centres in most of each of the glands ( Fig. 1A1 and 1B1). Phlebitis was not found in either gland. Immunostaining revealed that there were many plasma cells, which were stained for CD138 and IgG, in both glands ( Fig. 1A2 and   1B2 ). Only a very small minority of these was stained for IgG4 in the gland from case A (Fig.   1A3 ), whereas most were stained for IgG4 in the gland from case B (Fig. 1B3 ).
Thus only one case is of IgG4-related sialadenitis, although both are of the appearance described by Küttner, 12 and both would have attracted a diagnosis of Küttner's tumour and chronic sclerosing sialadenitis by application of the definition in the second edition of the WHO 'Histological typing of salivary gland tumours'. 15 As IgG4-related sialadenitis can be part of a hyper-IgG4 multiorgan disease and can be successfully treated with steroids, it is important to diagnose it, which necessitates immunostaining for CD138, IgG and IgG4.
There is clearly no justification for using the eponyms Mikulicz's disease and
Küttner's tumour for cases of IgG4-related sialadenitis, and since such use is misleading and likely to lead to confusion and mismanagement, it is to be deprecated. and B2 are medium-power photomicrographs of sections stained for IgG, which is present in similarly dense infiltrates of plasma cells. A3 and B3 are medium-power photomicrographs of sections adjacent to the above and stained for IgG4, which is present in a very small minority of the plasma cells in A3, but in B3 is present in a similar density of plasma cells to the IgG of B2. 169x215mm (400 x 400 DPI)
